OBJECTIVE: Overweight and obese women with gestational diabetes mellitus (GDM) are at increased risk for adverse perinatal outcomes. Prior work has demonstrated that suboptimal glycemic control may be associated with increased risk for adverse outcomes, but there is a paucity of data evaluating optimal glycemic targets. We therefore examined the feasibility of intensive glycemic control in overweight and obese women with GDM. STUDY DESIGN: We performed a feasibility trial between 2015 and 2016 where we randomized 60 overweight or obese women with GDM, diagnosed between 12-32 weeks, to either intensive glycemic control (fasting <90 mg/dL, 1 hour post-prandial <120 mg/dl) or standard glycemic control (fasting <95 mg/dL, 1 hour post-prandial <140 mg/dL). Blinded continuous glucose monitors were worn for 5 days at two time points (between 12-32 weeks and again at 32-36 weeks) to assess 24-hour glucose profiles and self-monitored glucose measurements four times per day were also collected. All women underwent standard dietary counseling, and medical therapy was prescribed as needed to achieve glycemic control. The percent time that glucose was less than 60 mg/dL was calculated using the continuous glucose monitor data. Neonatal body composition was assessed using air displacement plethysmography. RESULTS: Baseline characteristics including maternal BMI and gestational age at diagnosis were similar between the two groups. Medical therapy was more common in women in the intensive group than those in the standard group (83 vs 57%, p¼0.02). Women in the intensive glycemic control group had lower 24-hour, daytime, and nocturnal blood sugars as assessed by continuous glucose monitoring, and their post-prandial glucose values from selfmonitoring were also lower (Table) . Hypoglycemia was uncommon and did not differ between groups. Mean birth weight was similar between women in the intensive and standard groups (3351 AE518 vs 3431 AE623 grams, p¼0.59), as was the percent body fat (11.5 vs 12.10%, p¼0.67). CONCLUSION: Intensive glycemic targets can be utilized in overweight and obese women with minimal hypoglycemia, and this approach results in improved glycemic control when compared to standard glycemic targets. Further studies are needed to determine whether intensive glycemic targets can improve maternal and neonatal outcomes in women with GDM at high risk for adverse outcomes. OBJECTIVE: Most postpartum readmissions for obstetric and medical indications occur soon after discharge. While postpartum psychiatric disease represents a major public health concern, national estimates of postpartum psychiatric readmissions are not well characterized. We sought to assess temporality of and risk factors for postpartum psychiatric readmissions in the United States. STUDY DESIGN: Using the 2010-2014 Nationwide Readmission Database, we identified psychiatric admissions during the first 60 days after delivery hospitalization. Time to readmission was calculated and included primary admission diagnoses for psychosis, substance abuse, episodic mood disorders, adjustment disorders, depression, and non-specific psychiatric disorders. We conducted multivariable log linear analyses adjusting for patient, obstetrical, and hospital factors to assess risk for psychiatric readmission with risk ratios (RR) and 95% confidence intervals (CI) as measures of effect. A sensitivity analysis was performed excluding patients with psychiatric diagnoses at time of delivery. RESULTS: Of 17.2 million deliveries in 2010-2014, 11,535 women (0.07%) were readmitted for a primary psychiatric diagnosis within 60 days postpartum. Psychiatric readmissions were least likely to occur during the first 10 days after discharge with risk similar during each subsequent 10-day period ( Figure) ; this pattern persisted when stratified by specific diagnosis. In the adjusted model, women with psychiatric diagnoses at delivery hospitalization were 9.9 times more likely to be readmitted (Table) . Women at highest risk for psychiatric readmission were those with Medicare/Medicaid, in the lowest income quartile, and with multiple gestation (Table) . Our sensitivity analysis demonstrated younger age patients (15-19 years: RR¼1.80, 95% CI: 1.57, 2.06; 20-24 years: RR¼1.38, 95% CI: 1.23-1.55) at significantly increased risk. CONCLUSION: In contrast to medical and obstetric indications for postpartum readmission, psychiatric readmissions are less common immediately after discharge with risk persisting to 60 days postpartum. For at-risk women, continued surveillance and support over this period may be required for early identification of concerning symptomatology and to reduce need for inpatient management.
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